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middle-aged woman suffering from CMV pancreatitis and HIV positive was treated.
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Cytomegalovirus (CMV)-associated acute pancreatitis is a rare condition1’2,
although CMV inclusions in the pancreas may be seen in autopsy series of patients
with AIDS3’4. CMV pancreatitis in these patients may present in an atypical
fashion, and diagnosis may be obscured by accompanying diseases. We describe
here a new case of this entity, in which pancreatic damage persisted for four months
and the clinical picture, although compatible with acute pancreatitis at the begin-
ning, was masked by superimposed disease during the clinical course.
A fifty-year-old was admitted to the Hospital with a four-day history of disorien-
tation, mental obtundation and continuous vomiting. She had never consumed any
kind of drugs, including ethanol, and her only sexual partner also denied other
sexual contacts. She had been operated on (hysterectomy) three years before in
another hospital (before Spanish law made obligatory HIV-antibody determination
in blood donors). At that time she received a blood transfusion.
Physical examination on admission revealed a pale, undernourished and con-
fused middle-aged woman, with profuse sweating and a blood pressure of 80/50mm
Hg. Examination of the oral cavity showed candidiasis. Chest radiography, lumbar
puncture, cerebral computed tomography (CT), and blood and urine cultures at
admission were negative, and routine urine and blood analysis were normal except
for the following" serum amylase 1288 U/I, serum albumin 30 g/l, serum AST 89
U/I, ALT 98 U/I, serum glucose 411 mg/dl (22.8 mmol/1), LDH 558 U/I, platelet
count, 87 109/1 (87000/mm3). Abdominal ultrasound examination revealed a
normal but hypo-echogenic pancreas, normal bile ducts, and absence of gallstones.
Treatment with amphotericin, parenteral nutrition, cephotaxime and netilmicin
led to an improvement in her general condition; the patient began to eat, the serum
amylase on the fourth day had returned to normal (187 U/I). On the 10th day she
complained of fever and diarrhoea. Anaemia (haemoglobin 81 g/l) and leucopenia
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(WBC 2300 x 106/1) developed, and serum amylase was raised (303 U/l). An
abdominal CT scan was performed, showing multiple abnormal areas in the head of
pancreas, which was slightly enlarged. At that time, liver function tests showed an
alkaline phosphatase of 1188 U/l, gammaglutamyltranspeptidase 683 U/I, AST 103
U/1 and ALT 143 U/1. This new episode improved after treatment, serum amylase
returning to normal (188 U/l). A herpes simplex virus infection appeared on the
upper lip, and she complained of progressive dysphagia and extense oro-
pharyngeal candidiasis. This clinical picture was accompanied by fever, occasional
diarrhoea and vomiting. An HIV antibody test was positive. The patient’s general
condition slowly worsened, with fever, progressive thrombopenia, leucopenia, and
gastrointestinal bleeding. She died 4 months after admission. Serum amylase
shortly before death was normal (88 U/l). Serum calcium and triglycerides were
always within the normal range.
Postmortem examination of the pancreas showed patchy areas of necrosis,
fibrosis and a chronic inflammatory infiltrate. Numerous characteristic cytomegalo-
virus inclusions were observed in the pancreas (Figure 1), lung and small intestine,
but not in the liver, gallbladder or bile ducts.
Figure 1 Characteristic CMV inclusions in pancreatic acinar cells (arrows) (HE, 1000 x ).
Well-documented CMV pancreatitis has been rarely reported in immunosup-
pressed non-AIDS5’6 or AIDS patients 1’2. Ischaemia due to involvement of endoth-
elial cells by CMV is proposed as the underlying pathogenic mechanism for the
pancreatitis1. Diagnosis in most cases has been established only postmortem. In our
case, although pancreatitis was promptly diagnosed, the clinical course of the
disease became masked by superimposed complications resulting from immunosup-
pression. However, fat necrosis was still present 4 months after the initial attack.CYTOMEGALOVIRUS PANCREATITIS 183
No other aetiological factor was present: our patient had not been on drugs, she
never drank alcohol, no gallstones were observed and there was no hypercalcemia
or hyperlipidemia.
Thus, we conclude that this is a new case of CMV pancreatitis in a patient
affected by AIDS. We agree with Wilcox and colleagues that the antemortem
diagnosis of this disease is difficult. In the present case, the absence of risk factors
for HIV infection allowed us to think of acute pancreatitis at the time of admission.
Had she belonged to a high-risk group, the diagnosis of pancreatitis would probably
have been delayed or never made, as in the cases reported by Wilcox.
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INVITED COMMENTARY
Detailed post-mortem studies have shown disorders of the pancreas in half the
patients dying of AIDS1-3 but many of these were unsuspected during life. Acute
pancreatitis can result from opportunistic infection of the pancreas, from drugs
such as pentamidine or cotrimoxazole used to treat respiratory infection, or
possibly from direct involvement of the pancreas by the human immunodeficiency
virus (HIV) itself4’5. Chronic pancreatitis, diabetes and pancreatic neoplasia (lym-
phoma, Kaposi’s sarcoma) may also give rise to symptoms in patients with HIV.
Cytomegalovirus is the commonest organism to affect the pancreas in AIDS
patients, but the pancreatic involvement is often "silent" and occurs as part of a
generalised CMV infection of the gut. Other opportunistic organisms include
Cryptococcus sp., Toxoplasma gondii, Mycobacterium tuberculosis and Candida
albicans. The case reported by Dr. Gonzalez-Reimers and his colleagues is unusual
but not unique" there have been at least 3 other cases ofCMV acute pancreatitis in
AIDS patients6’7: When serum levels of amylase and lipase were measured
twice-weekly in a group of 35 AIDS patients admitted to an intensive care unit,
acute pancreatitis was diagnosed in no less than 16 (46%) and CMV was found at
autopsy in 2 of the 8 who died8. However, macroamylasaemia may explain some
cases of "biochemical" pancreatitis in patients with a disordered immune system9.184 E. GONZ/ttLEZ-REIMERS ETAL.
Doctors looking after AIDS patients should also be aware of the existence of
"AIDS cholangiopathy" and of papillary stenosis.
Several serological tests are available for the rapid detection ofCMV antibodies,
but a positive test does not necessarily mean active infection. Identification ofCMV
infection requires demonstration of a cytopathic effect in human diploid fibroblasts
cultured with an appropriate fluid, such as blood, urine, saliva or perhaps pancrea-
tic juice obtained at ERCP. If CMV infection were established or strongly
suspected, there would be a case for adding ganciclovir to the usual supportive
therapy for acute pancreatitis in an attempt to prevent a fatal outcome.
N. Bliouras
R.C.N. Williamson
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